A 58-year-old male firefighter with hypertension, hyperlipidemia, family history of coronary artery disease, and a current smoker, underwent coronary artery calcium scanning as part of a screening program. He was asymptomatic and physical examination was within normal limits. With coronary artery calcium score of 210, he underwent a coronary computed tomography angiography (CCTA). On the CCTA, no right coronary artery (RCA) was seen, and no ostial stump was noted at the right coronary cusp. The left circumflex artery (LCX) continued through the left atrioventricular groove to the right atrioventricular groove, tapering off just before the right ostium. Origin of the vessel could not be shown from the right coronary cusp (Figs 1 and 2) . A diagnosis of right coronary ostial atresia was made.
Coronary ostial atresia is uncommon, with right-sided atresia being exceedingly rare. To the best of our knowledge, there have been less than five cases of right coronary ostial atresia without accompanying structural defects reported in the literature [1] . The absence of right coronary ostial stump, filling of the RCA by the LCX, absence of typical clinical angina, and absence of myocardial scarring are suggestive of coronary ostial atresia [2] . RCA arising from the LCX, without ostial atresia has also been reported. It is a benign congenital anomaly with an incidence of ∼ 0.035%. It can be hypothesized that the LCX, which carries the entire burden of the coronary circulation, could be more prone to shear stress and therefore more atherosclerosis. The small caliber of the artery supplying the right, delay in blood delivery to the right-sided myocardium could also be reasons for ischemia to develop. CCTA not only helps delineate the coronary artery anatomy, course, and stenosis, but also helps evaluate for 
